Di8cU88ion.-Dr. A. C. ROXBURGH said this was almost like a case of his which Dr. Hugh Gordon had shown at the October meeting.1 The patient, a woman, had had three attacks in three months. The lesions were larger than those in this case but they also showed the white spots on the pigmented areas. The case had been shown as one of " ? phenolphthalein eruption," but gave no reaction to that drug when tested. The lesions were still present.
Dr. SEMON said that the suggestion of urticaria pigmentosa did not cover the mouth lesion; the most likely association there would be lichen planus, especially as the patches were irritable. On seeing the mouth lesion alone one would be biased in favour of lichen planus.
? when the patient contracted measles and then recurred, and persisted for some months. In 1927, an acute erythema developed all over the body, bullous on the face. This cleared up in three weeks. In 1930, the present eruption developed and has persisted since in the form now shown. There is slight scaliness of the margin of the right upper eyelid. On the left upper eyelid, extending on the inner aspect of the orbit, there is a sharply defined, scaly, reddish-brown, macular patch. On the right arm are well-defined macules, slightly scaly, with the long axes in the line of the limb, extending down the front of the arm and forearm. About the ante-cubital region are confluent papules arraDged in ridges transversely to the limb. On the left arm there are confluent macular patches with fine scaling, arranged in a reticulate fashion. On the left breast, when first seen, there was a reticulate arrangement of confluent papules, rather like that seen on the right arm. It now shows small, brownish follicular papules and also a confluent macular eruption. On the right breast there is a diffuse macular scaly rash with small follicular papules at the periphery. Covering the upper abdomen there is a diffuse scaly eruption showing at the periphery the same follicular papules. Both thighs show the confluent patches which are seen enclosing areas of normal skin. Behind the right knee, there are follicular papules arranged in linear fashion and in the popliteal space there is a small scaling area. The buttocks are covered with a similar scaly rash, but the scales are much larger and there has been definite oozing.
During the past eighteen months the condition on the upper arms and the breasts has improved, but the areas on the thighs are extending.
The necrotic areas began to develop a year ago and have occurred in the limbs and breast. They begin as a small nodule which increases in size, the largest being half-inch across. The surface becomes necrotic but does not ulcerate. Absorption takes place in six weeks leaving a pigmented scar. No local treatment has had any effect except perhaps that 1% crystal violet in 5% spirit lessened the oozing on the buttocks. Treatment has included a course of whole blood, and ten irnjections of solganol B. 0 25 grm.
Culture of scrapings on several occasions, aerobically and anaerobically, grew Staphylococcus albus only. The stools showed no evidence of faulty digestion. A culture gave a preponderance of Streptococcus fecalis, short-chained (70%). This abnormal finding was repeated after putting the patient on a vegetarian diet.
Intradermal injections with the S. albus grown, and four strains of the Str. fecalis negative. Intradermal tests with lwvurine, and trichophytin (kindly supplied by Dr. Muende) were negative.
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White blood-cells 8,400 per cm. Differential: Polys. 64%; eosinos. 2'5%; lymphos.
28%; hyals. 4 5%; basos. 1%.
General physical examina;tion was negatiye. A skiwram ishowed definite absorption of the alveolar margin of the lower incisors. Sections were taken from a scaly patch on the thigh, and one of the small necrotic areas.
The diagnoses, considered at various times, have been an eczematized coccal infection, lichen planus, premycotic eruption and parapsoriasis.
The sections were kindly examined by Dr. Macleod and Dr. Muende, who considered them to indicate pityriasis lichenoides. The section from the scaly area on the thigh showed acanthosis with long narrow papillm, and parakeratosis. An intra-epidermal vesicle was seen containing small round cells. There was some infiltration of the papillary layer of the dermis, particularly around the vessels, with lymphocytes and plasma cells.
In a section of one of the necrotic nodules the epidermis showed marked acanthosis; the cells showed spongiosis with condensation of nuclei. Some parakeratosis.
There was a dense infiltration of the papillary and sub-papillary layers of the dermis with lymphocytes, plasma and endothelial cells.
In the deeper layers of the corium there was a very dense infiltrate with widely dilated capillaries. The epidermis was invaded by the infiltrate and hoomorrhages were to be seen at the tops of the papilla3.
The PRESIDENT said he did not think these lesions suggested parapsoriasis; they were strongly follicular, especially the thigh patches, and they seemed to be spreading as follicular papules.
